Research suggests that homeless people with mental illness may have difficulty obtaining employment and disability benefits. Our study provides a comprehensive description of sources of income and employment rates in a large Canadian sample.
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Clinical Implications
• Professionals working with homeless people with mental illness should include employment goals in their assessments.
• Many homeless people with mental illness, particularly those with psychotic illness, need help in accessing the benefits to which they are entitled.
Limitations
• Income data and the desire for work were self-reported and may be susceptible to social desirability bias.
• Income data during the first month of the study, when about one-half of participants had begun to receive Housing First services, are used as a proxy for income prior to study start.
E mployment and steady income are important contributors to physical and mental health. Apart from contributing to material benefits, stable employment has important implications for social inclusion and recovery for people who are, or have recently been, homeless and have a mental illness. [1] [2] [3] [4] Employment also reduces reliance on emergency shelters, and can facilitate exit from homelessness. 1, 5 Income support can reduce the prevalence of risky and costly behaviours in this population. 6, 7 Research suggests that homeless people with mental illness may have difficulty accessing disability benefits 8, 9 and that their rate of unemployment exceeds 80%, [10] [11] [12] reducing their options for subsistence. Additionally, the highly visible act of panhandling is the focus of much public attention and has a negative impact on society's opinion of this vulnerable segment of society. 13 Understanding the extent to which this segment of society depends on various sources of income has important benefits for policy makers and can guide the implementation of targeted interventions, such as evidence-based supported employment and benefits counselling. Small-scale surveys have been conducted, 13, 14 but information about the current situation remains limited. Our study seeks to provide a comprehensive description of the various sources of income and employment activities reported by homeless people who also have a mental illness.
Methods
Setting
The At Home/Chez Soi demonstration and research project 15 tested the effect of a Housing First intervention for people with mental illness experiencing homelessness [16] [17] [18] in 5 Canadian cities: Moncton, Montreal, Toronto, Winnipeg, and Vancouver. Participants randomized to the experimental condition received assistance finding and maintaining permanent housing of their choice. They also received services from a clinical team delivering intensive case management or assertive community treatment. Others continued to receive usually available services.
Participants
All participants recruited to the At Home/Chez Soi project, whether randomized to the intervention or the control groups, were included in our study. Participants met the following inclusion criteria: 18 years of age or older, legal status in Canada (entitling them to access benefits), presence of a mental illness (for example, psychotic disorder, major depressive disorder, mood disorder with psychotic features, mania or hypomania, posttraumatic stress disorder, and panic disorder), and being either in a current state of absolute homelessness or precariously housed with at least 2 separate instances of absolute homelessness in the past year. Absolute homelessness was defined as living on the street without shelter or making use of emergency shelters.
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Recruitment teams sought homeless participants who met these inclusion criteria in a wide variety of settings. These included shelters, emergency clinics, day centres, under bridges, and known homeless hangouts. Recruitment extended from October 2009 to June 2011. Participants provided written informed consent.
Procedure
Interviewers obtained demographic information before the randomization of participants. The DHHS questionnaire, developed for the At Home/Chez Soi study, collects information on sex, age, ethnicity, education, employment, reasons for not working, and other background variables. The Mini International Neuropsychiatric Interview 6.0 19 and clinical file review were used to assess the psychiatric diagnosis at enrolment. Interviews, conducted 3 months after enrolment in the study, used the VTLFB questionnaire to retrospectively assess employment histories and income sources. Interviewers used calendars during the interviews to facilitate recall and to reconstruct the timeline.
Measure
Our study relies on participant characteristics and current employment status data from the DHHS, and income data from the VTLFB corresponding to the month following enrolment. Participants who did not have a job, worked in informal or nonlegal jobs, or volunteered were considered unemployed. Participants included in the remaining category worked at regular jobs, were students, or were retired. Age was categorized into groups to reflect different service use populations (young adults 18 to 24, 25 to 39, 40 to 54, and 55 and older). Homelessness was considered chronic if a participant had a single period of homelessness longer than 12 months and spent more than a total of 36 months homeless during their lives. Sensitivity analyses were conducted to determine the effect of varying the length of homelessness. Varying the definition to include a single uninterrupted period longer than 12 months or a lifetime total of more than 12 months did not alter the interpretation of regression coefficients. Education was split at 12 years. Diagnosis was dichotomized based on presence of psychosis, a choice made because people with psychotic disorders may have lower levels of functioning and greater difficulty with obtaining employment. 8, 20 A variable indicating whether a participant had been arrested at least once in the past 6 months was included to represent contact with the justice system.
Analysis
Descriptive statistics were used to summarize the different types of self-reported income. Analysis of variance was used to determine if statistically significant differences existed between sites and psychiatric diagnoses. The median and interquartile range are reported, rather than mean and standard deviation, in cases where data are skewed according to the Shapiro-Wilk test for normality. In cases where distributions were skewed, the KruskalWallis equality-of-populations rank test was used to test for differences between continuous variables. For categorical variables, a Pearson chi-square test was used. In cases where the number of observations was lower than 5 in any given cell, a Fisher exact chi-square test was used.
As a measure of degree of poverty, the gap between reported total income and the city-specific MBM was expressed as a ratio. Reported by Statistics Canada, the MBM represents the monthly amount necessary to maintain a modest standard of living in a given city. It considers local costs for shelter, transportation, food, and clothing. The gap ratio is only calculated for people who fall below the level of the MBM, and is calculated by subtracting total income from the MBM, and dividing the difference by the MBM. Lowincome gap ratios (approaching zero) indicate a small gap and greater ability to maintain a modest standard of living. Conversely, a ratio gap closer to one indicates less ability to maintain a basic standard of living.
A generalized linear model, with a normal distribution and identity-link function, was used to determine which demographic variables were associated with total income.
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A site variable was included to determine the effect of different metropolitan areas. Analyses were conducted using Stata 13.
22 Ethics approval was obtained from local ethics review boards at each of the 5 sites as well as nationally (11 institutions in total, mostly universities and universityaffiliated teaching hospitals).
Results
Sample characteristics are reported in Table 1 . The sample consisted of 2085 people who had data available for the purposes of this study. None of these variables differed significantly across sites and diagnostic category. Mental illness diagnoses did not differ significantly between sites. Participants' past length of homelessness differed significantly between sites (Pearson χ² = 81.9, df = 81.9, P < 0.001).
The overall rate of unemployment at baseline was 96%, but differed significantly across sites, ranging from 93% in Moncton to 98% in Montreal (Fisher exact test P = 0.01).
The per cent of people who would like paid employment in the community is listed in Table 1 , and differed significantly between sites (Pearson χ² = 57.2, df = 4, P < 0.001).
For people who were unemployed, the variety of reasons for not working was great. Forty-six per cent reported mental illness was their reason for not working, 14% reported physical illnesses, 14% reported both mental and physical illness, and 25% had other reasons. Other reasons included substance use, criminal records, homelessness, educational limitations, and lack of job opportunities. Interestingly, less than 1% of the sample stated a fear of losing benefits as the reason they remained unemployed.
Income is detailed in Table 2 . The distribution of total income was skewed to the right, with a median of $713 per month and an interquartile range of $498 to $907.
Respondents obtained their income from a wide range of sources. Sixteen participants reported relying predominantly on income from regular work, and 41 reported that, on average, 71% of their total income came from regular work. Among the 2085 participants, 29.5% relied predominantly on government assistance programs, and 69.7% reported that, on average, 67% of their total income came from welfare. Social assistance revenues differed significantly between sites (F = 68.75, df = 4/1984, P < 0.001). This was due to the differences in allocating benefits. In Moncton, Winnipeg, and Vancouver, participants received a basic social assistance, which was then supplemented if they were entitled to disability benefits under the local regulations. In Toronto, the participants received either social assistance or disability benefits, in both cases determined on a case-bycase basis. In Montreal, the social assistance amounts could be increased if the person had a disability that prevented them from working, but participants were not reliably able to describe the exact amount of this increase, a finding previously reported in the literature. 23 About one-half (46.1%) of the participants reported receiving disability benefits, which represented 66% of their total income. Very few participants reported income from illegal activities, such as prostitution or selling drugs or stolen items.
Very few participants reported incomes above the lowincome threshold derived from Statistics Canada's MBM. Table 3 lists these low-income thresholds by city, the distribution of participants' income, and the gap ratio. Comparisons showed that, at all sites, most participants subsisted on income that was $200 to $1000 below the lowincome threshold.
For participants who were employed in regular work, the per cent of participants above the low-income threshold increased to 11.11%, a statistically significant difference, compared with those who were unemployed (Fisher exact test P = 0.02).
Generalized linear model estimates are presented in Table 4 . The regression coefficients are interpreted as the monetary difference between the category and the reference group. Several variables were statistically significant predictors of total income, including age, site, and the presence of a psychotic illness. Compared with the participants from Moncton, total income was significantly greater in 
Discussion
In Canada, an important portion of the income of people who are homeless and have a mental illness comes from social assistance and disability benefits. Among the 2085 participants, 1220 reported relying predominantly on 1 of these 2 sources, but tended to have more than 1 source of income. Other sources of income were infrequently reported by participants in this study. This is consistent with previous research on the sources of income of homeless people with mental illness in a large metropolitan city. 13 The total sum of their monthly income was considerably below the lowincome threshold derived from Statistics Canada's MBM (average $1484.73 a month). One-quarter (26.4%) of the sample reported a total income that was more than $1000 below the low-income threshold. Only 5% of the entire sample reported income above the low-income threshold. These figures suggest that they live in considerable poverty, despite obtaining government assistance. Additionally, the income reported by the participants is lower than that reported by stably housed people with disabilities receiving social assistance. 24 Participants who were employed tended to report more income and were more frequently above the low-income threshold.
The level of unemployment documented in our study, 96%, is in excess of prior estimates ranging from 80% to 90%. [10] [11] [12] Additionally, the proportion of study participants who expressed a desire for paid employment in the community was lower at all sites than a previous US estimate. The American National Coalition for the Homeless, in a 2009 report on homelessness and employment, indicated that 86% of a sample of 182 homeless men and women had expressed a desire to work. 10 It may be hypothesized that this was due to higher levels of social supports available in Canada, compared with the United States. However, if this were the case, one would expect the proportion who expressed a desire to work to be directly related to the gap between income and the MBM; in cities where the gap between actual income and the MBM is greatest, we would expect to see the greatest desire for work because of a greater financial need. As a comparison of tables 1 and 2 shows, this is not the case: there was no association between the 2, and cities with smaller gaps did not have lower levels of desire for employment. The preference for employment in the community depended on something other than the local amounts of disability or social benefits, or the total income available to this group. Further qualitative research may be well suited to determining in which respect city population characteristics account for varying levels of the desire for work.
Previous research has suggested that accessing disability benefits may be problematic for homeless people with mental illness. 8 Findings from our study suggest that disability benefits represent an important source of income for nearly one-half of respondents. Nonetheless, participants with psychotic illnesses had monthly incomes lower by about $60 (roughly 10% of the average total median income) than those of participants with nonpsychotic illnesses, and income for both groups remains lower than that reported for stably housed people with disabilities receiving social assistance. 24 Dennis et al 8 postulated that the reason access to disability benefits was harder for people with mental illness related to the transient nature of mental illness and the difficulty of establishing a diagnosis. While our study design does not allow a test of this hypothesis, we can support the finding that people with psychotic illnesses tended to receive less income from disability benefits, suggesting that they experienced barriers to accessing this type of social support, compared with participants with nonpsychotic illnesses.
In all sites, a majority (ranging from 64% in Toronto to 82% in Moncton) expressed a desire to work. Previous research has suggested that this population has trouble obtaining employment, 25 in part because of barriers inherent to living on the streets or in shelters. 26 In our study, 46% of participants stated that mental illness was the reason why they were unemployed. The fear of losing benefits, contrary to previous research in the United States, 27 accounts for less than 1%. Few studies exist to inform service providers about effective interventions to help homeless people with mental illness attain their employment goals. Evidencebased supported employment has been shown to be effective at helping stably housed people with mental illness gain competitive work internationally 28 and in Canadian settings, 29 but fewer studies have looked at its effectiveness when offered to homeless people with mental illness. [30] [31] [32] [33] More research is needed to clarify how the effectiveness of such interventions can be maximized by pairing supported housing and supported employment services.
Several limitations should be noted. Coordinating the 5 data collection teams to assure a perfectly standardized collection process was difficult. This was especially relevant to the use of Other categories. Discrepancies in this regard may have influenced the way interviewers probed for additional information, especially information about illegal activities. Second, data on earnings were collected in detail only at the 3-month interview. As a consequence, we used data from the first month as a proxy for income at baseline. This is reasonable because clinical teams assigned to Housing First participants would have been unable, in such a short time, to affect any change in participants' benefits, or, in all likelihood, to help any get a job, and there was no change in the situation of treatment-as-usual participants. Third, conclusions are based on self-reported data, a method that could be problematic for identifying the source, but not necessarily the amount, of the income received from government support. 23 Administrative data would provide the most consistently accurate amounts of social assistance and disability benefits. However, data sharing restrictions across provinces make the pooling of such data at the participant level impossible, and participants frequently presented to interviewers documents (for example, social assistance assessment letters and direct-deposit bank stubs) to ensure the information they were providing was accurate. No available administrative data could be obtained on other types of income. Social desirability may have increased the number of people who expressed a desire for employment and decreased the number of people reporting income from illegal activities. Determining the exact influence of this effect is beyond the ability of the data. Finally, the sample of participants includes only homeless people with one of several specific mental illness diagnoses. Previous studies indicate that about 2% to 42% of homeless people have a psychotic illness, 34 therefore, our results might have been somewhat different had our study been carried out on a broader homeless population, who may only have received basic social assistance.
Despite these limitations, our study provides the most comprehensive examination yet available of the income and employment status of homeless people with mental illness in Canada. People with mental illness and with recent experiences of homelessness living in Canadian cities experience rates of unemployment in excess of 96% despite most expressing a desire for employment. This segment of the population relies predominantly on welfare, but may also, depending on circumstances, have access to disability benefits, employment insurance, and pensions. Despite access to financial support, a significant portion lives well below the poverty line. Participants infrequently report receiving illegal and informal sources of income. These findings highlight the need for implementation of interventions to support employment and facilitate access to benefits. Further research should determine how service providers may best help people attain their goals of employment.
